MANY investigators have come to the conclusion that hysterectomy hastens the onset of the climacteric. A survey of the literature, however, reveals that, for the last fifty years, two groups of gynaecologists have held opposite opinions on whether conservation of one or both healthy ovaries delays the onset of the menopausal syndrome, or lessens the severity of the associated symptoms. This is a brief account of an investigation which Dr. P. M. F. Bishop, Mr. William Kenny and I have carried out in an attempt to obtain some information on this problem. The records at Chelsea Hospital for Women were searched for public ward patients up to the age of 45 on whom hysterectomy had been performed between the years of 1944 and 1948 inclusive and 332 of these patients were personally interviewed and examined.
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It was decided to include in our series women up to the age of 45 at the time of operation, so that the best use could be made of the clinical material available and, in the final analysis, patients who were having hot flushes before operation were discarded (20 cases).
In assessing each case particular attention was paid to the incidence, frequency and severity of hot flushes following hysterectomy. It was considered that, with all subjective symptoms except hot flushes, it would be difficult to establish a menopausal relationship as they are so commonly associated with functional neuroses.
It was decided to consider that hot flushes which occurred within two years of hysterectomy were due to operative interference. This was not, however, an invariable rule and each case was assessed impartially and with considerable care.
The effects of hysterectomy with ovarian conservation, with unilateral oophorectomy and with bilateral oophorectomy are shown in Table I . It is clearly shown in this series of cases that a single conserved ovary does not take over the functions of the removed ovary and, if one ovary is removed at operation, the likelihood of the development of menopausal symptoms is doubled; that is to say, approximately 50% will experience the menopausal syndrome, as compared with 25 % in those cases where both ovaries have been conserved.
These figures indicate the necessity for conservation not merely of "some" ovarian tissue at operation, but of as much healthy ovarian tissue as possible.
When both ovaries were removed at operation 98 % of patients developed menopausal symptoms, which appeared either immediately after, or within several weeks of operation, and were generally more distressing than in those cases in which there had been conservation of some ovarian tissue.
Information was also sought concerning changes in libido as a result of the operation. In this series hysterectomy with removal of both ovaries caused the greatest decrease in libido and the results shown in Table II indicate the importance of ovarian conservation in the maintenance of libido after hysterectomy. In addition to information on subjective symptoms, the following objective studies were carried out: (1) Vaginal smears. (2) Basal temperature records. (3) Vaginal examination to detect tumour formation in retained ovarian tissue.
A more detailed account of our findings is to be the subject of a paper, to be published at a later date, and it is proposed to mention here only that, following vaginal examination of 242 cases in which one or both ovaries had been conserved, there was no evidence of pathological changes in the retained tissue.
The a?tiology of the surgical menopause following simple hysterectomy.-The question of an explanation of the 25 % incidence of an early climacteric in those cases in this series who had a simple hysterectomy presents itself. Several reasons for this phenomenon have been suggested namely, interference with the ovarian blood supply at operation, disturbance of the normal endometrial-ovarian relationship and the possibility of the existence of a uterine hormone.
Whatever factor is responsible for the appearance of an early climacteric after simple hysterectomy it is obviously not a constant factor, as in this series it occurs only in 25 % of cases. Furthermore, ovarian activity is not abruptly terminated but tends to wane over a period. The most probable variable factor which suggests itself is interference at operation with the ovarian blood supply. It is suggested that after hysterectomy the attenuated, even if adequate, blood supply to the ovary may be unwittingly damaged by the surgeon. Any procedure which puts tension on the long, slender ovarian vessels may bring about thrombosis of arteries or veins and thus destroy completely the ovarian blood supply; just as any operation for undescended testicle which produces even moderate, if continued, traction on the testis damages its blood supply and causes its atrophy.
It is therefore suggested that, after hysterectomy, the pelvic peritoneum should be closed without tension, so that the ovaries are left as near as possible to their true anatomical position in the ovarian fosse on the lateral walls of the pelvis. Recurrence of hkmorrhage . .
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The dose of radium used was 50 mg. for forty hours screened with 1-5 mm. platinum and the whole apparatus screened by rubber as is used in treating cases of carcinoma of the cervix (2,000 mg. hours).
All the 224 cases were followed for at least two years. Discharge.-Apart from a slight discharge immediately after, in almost all cases treated with radium, 22 had, in addition, a severe discharge requiring treatment.
In the cases treated by hysterectomy, only 5 cases had a discharge. One was caused by a Trichomonas vaginalis infection and the other 4 were not severe and were due to a small area of granulation tissue in the vault of the vagina.
Pruritus.-8 of the cases treated by radium had severe pruritus or vulval pain. This condition did not occur in the cases treated by hysterectomy.
Backache.-Backache was apparently also commoner after radium therapy, but this may be because the radiation group of patients had to be followed for longer periods in the out-patient clinic because of other symptoms, such as vaginal discharge.
Severe flushes.-Severe flushes requiring treatment occurred in 26 % of the radium cases. In the cases treated by hysterectomy, flushes occurred only in 15 (12 %). However, in all the 15 cases bilateral oophorectomy had been performed. These 15 cases occurred in 59 cases where the ovaries were removed-an incidence of 25 5 %. The numbers are small, but it would appear that radium therapy, or removal of the ovaries, is followed by severe flushes in an equal proportion of cases (this confirms McLaren's findings reported in 1941, J. Obstet. Gyncec., 48, 27).
None of the 65 patients who had a hysterectomy without removal of the ovaries had severe flushes.
Recurrence of ha?morrhage.-Most cases had two or three periods after radium treatment but 14 cases had a recurrence of hemorrhage after six months. 4 required total hysterectomy and bilateral salpingo-oophorectomy. 1 is on the waiting list for hysterectomy. 2 cases had radium treatment repeated. 3 cases had curettage, but the curettings were scanty. 2 cases were examined but very little abnormal found. (One was thought to be caused by senile endometritis and vaginitis; the other was thought to be a bleeding from the rectum-radium proctitis.) 2 cases were caused by stilboestrol therapy. There were no maternal deaths and no cases of carcinoma in either series. Conclusion.-As the ovaries lie at a very variable distance from the uterus, it is not surprising that radium treatment is unreliable for menopausal menorrhagia, as well as having the unpleasant sequelke mentioned previously. As the results of radium treatment compare unfavourably with hysterectomy, hysterectomy should be the method of choice unless there are clear contra-indications to the operation.
